exacerbations, and primary and secondary care contacts were re-analysed using the same generalised linear models as for the original SLS study but with the addition of a treatment by deprivation quintile interaction term. Results Participants in the more deprived categories were more likely to be younger, more likely to smoke and slightly more obese but were balanced between genders. There was no association with deprivation and withdrawal rates or with adherence (proportion of days covered). An additional post-hoc analysis demonstrated that Deprivation was associated with more primary and secondary care contacts and higher costs (Table) . Deprivation did not interact with the effect of FF/VI v UC on the primary outcome measure (annual rate of moderate to severe exacerbations) or health care contacts or safety endpoints including all-cause mortality and pneumonia. Conclusions The unique design of SLS allowed the RCT to be conducted in a deprived population who would normally be excluded from RCTs. Higher deprivation was not associated with higher drop-out rates or poor adherence, but was associated with higher rates of smoking, obesity and co-morbidities and higher health care consumption and costs. With its once daily dosage and ease of use FF/VI had potential to benefit people with poor adherence and preferentially benefit deprived populations, however deprivation scores did not moderate the effect of FF/VI v UC in primary, secondary or safety outcomes. Funding GSK (HZC115151/NCT01551758).
had exacerbations within the previous year. The mean pack year history was 31.9/34.9 (SD 24/108) for obstructed vs. non-obstructed.
Abstract P28 Figure 1 Patient flow through the study.
Conclusion
Early Results from the ASSIST study show 27% of primary care patients who were identified as at risk of having COPD by the algorithm and attended for screening were confirmed to have the disease. Many had a significant disease burden with 40% having moderate airflow obstruction and 46% having quality of life impairment. We are continuing to recruit further practices. Subsequent work will examine whether using this algorithm Results in earlier identification of COPD in a cost-effective manner and an improvement in quality of life for patients. Introduction Spirometry is required to make a clinical diagnosis of COPD, confirming persistent airflow limitation. However, studies suggest that making the correct diagnosis of COPD in primary care can be challenging. We sought to evaluate the clinical characteristics and management in primary care of patients registered with COPD but with incompatible spirometry, compared to patients with spirometry compatible with COPD. Methods This analysis used data from the Welsh national COPD primary care audit, which prospectively collected data of patients, registered with COPD from 61% of GP practices in Wales covering January 2014-March 2015. Patients registered with COPD but with incompatible spirometry (postbronchodilator forced expiratory lung volume in 1 s (FEV 1 )/ forced vital capacity (FVC) 0.70) were compared to COPD patients with compatible spirometry (FEV 1 /FVC <0.70). Results In total, 8957 patients registered with COPD were evaluated, 2255 (25%) had incompatible spirometry, 6702 had compatible spirometry. There were no differences in age (71 ±10 vs 70±11 years) or asthma co-diagnosis (13.1% vs 13.1%), between these respective groups, but patients with incompatible spirometry had a higher body mass index ( 10.1136/thoraxjnl-2017-210983.172 Background Patients with a diagnosis of chronic obstructive pulmonary disease (COPD) have a limited life expectancy and poorer quality of life, which can manifest with a high symptom burden especially towards the end of life. The benefits of offering palliative care to this patient group is well known but they frequently have poorer outcomes and worse access to palliative care services and symptom management. Knowing when to instigate appropriate palliative care in this group is challenging due to prognostic uncertainty. The Gold Standard Framework (GSF) is recommended for use in primary care settings with this patient group to predict 12 month mortality, it is stated to be accurate in 70% of cases, however there is little evidence to support this. This study aims to evaluate the effectiveness of this tool in predicting 12 month mortality in patients with a diagnosis of COPD. Method Retrospective data from one community respiratory service in the North West of England, was collected between January 2013 and January 2016, of patient's deemed to be entering the last 12 months of life by triggering the GSF tool. The length of time on the palliative register until either death or January 2107, when data analysis commenced, was reviewed. All the data utilised in this evaluation was routinely collected by the service. Results Of the 448 patients included in this evaluation only 122 died within 12 months, meaning the GSF was accurate in predicting 12 month mortality in 27% of cases included in this review (n=448). Sub group analysis of the different GSF triggers and routinely collected data hints at the possible importance in pulmonary rehabilitation to reduce mortality (OR 0.1079 (95%CI 0.0674-0.1726 p<0.0001)) with gait speed potentially being an early prognostic indicator (p-value 0.008). Conclusion This study suggests that in this cohort the GSF PIG is not an accurate predictor of 12 month mortality in patients with a diagnosis of COPD to the suggested 70%. It does hint at the importance of PR and gait speed in prognostication.
